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T
he practice of breast surgery is evolving. Traditionally, breast oncological procedures such as mastectomy were performed by general surgeons towards the end of operating lists with colorectal resections or other elective general surgical cases. Breast reconstruction was only available as a delayed procedure by plastic surgeons after initial cancer surgery.
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During the past 20 years, breast surgical practice in the UK has changed significantly. Advancing knowledge has led to subspecialisation in all areas of general surgery (GS) with associated improvements in patient outcomes.
2 For breast cancer patients, enhanced understanding of oncological aspects coupled with increasing patient expectations has led to the development of oncoplastic breast surgery, in which resection of the tumour is combined with plastic surgery techniques to reconstruct a breast mound or reshape residual breast tissue.
3
This approach is now the standard of care for patients with breast cancer 4 but the knowledge and skills required for such specialist care differ markedly from those for traditional general surgical practice. Consequently, the majority of UK consultant oncoplastic breast surgeons have moved away from providing emergency surgical care, 5 and a recent survey of members of the Association of Breast Surgery (ABS) suggests that only 13% (n=71) of the present consultant membership (n=558) offer an emergency general surgical service (personal communication, Julie Doughty, ABS Vice-President). Despite these changes, all general surgical trainees in the UK currently work towards a Certificate of Completion of Training (CCT) in GS with a special interest. This mandates that all trainees (including those who aspire to an exclusively oncoplastic breast surgical consultant practice) are 'emergency GS competent'. Trainees are required to spend the first 2-3 years of higher surgical training rotating through general surgical subspecialties to acquire general surgical experience before focusing on their subspecialty during the final 2-3 years.
Participation in a general surgical emergency on-call rota is necessary throughout training, with competency demonstrated by completion of indicative numbers of index general surgical procedures. These include emergency laparotomy (n=100) and segmental colectomy (n=20) as well as specific workplace-based assessments. The latter involves completion of case-based discussions and procedure-based assessments (PBAs) to level 4 (ie procedure performed fluently without guidance or intervention and able to anticipate, avoid and/or deal with common problems/complications) for each index procedure. The Joint Committee on Surgical Training (JCST) has additional requirements for each special interest group that reflect subspecialty index procedures and key competencies. Nevertheless, for oncoplastic breast surgery, these subspecialty requirements are limited. There are currently no indicative numbers for key oncoplastic procedures such as skin sparing mastectomy, implant reconstruction or therapeutic mammaplasty and specified PBAs focus predominantly on primary oncological procedures. As such, these requirements do not reflect modern oncoplastic surgical practice.
Although it has been argued that this training pathway provides trainees with broad-based skills, few emergency or general surgical competencies are directly transferrable to oncoplastic surgical practice and on-call commitments regularly withhold trainees from elective subspecialty training opportunities. 6 This raises the question of whether the current training pathway for breast trainees is fit for purpose and meets the training needs of the modern oncoplastic breast surgeon. In collaboration with the ABS, the Mammary Fold (the national breast 
MeThODs
A survey was developed by members of the Mammary Fold (BK, RD, SP, LA, GWP) in collaboration with the ABS education and training committee (JB, AT, JD). The survey comprised 26 items and assessed: 1) trainees' attitudes to compulsory GS and breast competencies; 2) the likelihood of achieving these competencies in the current training system; 3) the impact of on-call GS provision on breast training; 4) the perceived need for fellowships to allow the completion of specialist training; and 5) future plans regarding consultant practice. Finally, it also examined whether current JCST requirements reflected the training needs of oncoplastic breast surgeons. The intention was to only explore the views of senior breast trainees (defined as those in ST6 or above); more junior doctors were not considered to have sufficient experience of subspecialty training to assess its future value. However, in the absence of specific details on members' level of training, the survey was circulated to the whole Mammary Fold membership using a web-based survey tool (https://www. surveymonkey.com/). Data were collected over a four-week period (1-30 June 2016). Two reminder emails were sent during this period to optimise response rates. Surveys completed by individuals who did not fulfil the inclusion criteria were excluded. Stata® version 14 (StataCorp, College Station, TX, US) was used for all analyses.
ResULTs
A total of 78 questionnaires were completed. Four were from junior trainees (ST3-ST5), two from associate specialist doctors and two from consultants. One respondent did not provide further details of their post. These 9 respondents were excluded, leaving 69 questionnaires completed by senior breast trainees for analysis.
Respondent demographics are shown in Table 1 while Table 2 summarises their views of the current training pathway and CCT requirements. Of the trainees surveyed, almost two-thirds (n=44, 62.8%) aspired to practice oncoplastic breast surgery only at consultant level, with just over one in ten (n=8, 11.6%) planning to offer oncoplastic breast surgery and emergency general surgical care to patients.
emergency general surgery competency
Despite the current CCT requirements, over half of the trainees (n=39, 56.5%) did not aspire to be CCT competent in GS at the end of their training. Among those who did (n=30, 43.5%), 60.0% (n=18) wanted to 'keep their options open' with regard to future consultant practice and a quarter (n= 8, 26.7%) were of the opinion that GS enhanced their overall training.
Over three-quarters of 57 respondents (n=44, 77.2%) felt that if they did not aspire to be CCT competent in GS, breast trainees would benefit from ceasing to participate in the on-call rota in the later years of training to allow them to focus on subspecialist skills. Just over half of these respondents (n=23, 52.3%) considered ST6 to be the most suitable time for this but opinions varied between ST5 and ST8. Overall, 32 trainees (46.4%) wished to remain on the on-call rota until the end of ST8. Reasons for this included keeping career options open (n=13, 40.6%) and enhanced training experience (n=11, 34.4%). Only three respondents (9.3%) cited financial concerns as a reason for remaining on the on-call rota.
If lower levels of GS competencies were considered acceptable for breast trainees, almost two-thirds (n=45, 65.2%) felt that these competencies should be completed by the end of ST6. The majority of respondents (n=56, 81.2%) would support less rigorous GS requirements but enhanced oncoplastic competencies for the award of the CCT.
Balancing general surgery and subspecialty training
Almost two-thirds of the trainees (n=44, 63.8%) felt a need to prioritise obtaining GS competencies before focusing on subspecialty training. However, more than 40% (n=30, 43.5%) believed they were treated unfairly in terms of being given Trainees reported spending between one and six months per year away from their elective commitments as a consequence of emergency GS cover. As a result, two-thirds of the respondents (n=45, 65.2%) did not feel that on-call commitments in their current post allowed for sufficient oncoplastic breast training without the need for a fellowship. Almost all those surveyed (n=61, 88.4%) had secured or were planning to apply for an oncoplastic fellowship.
The provision of oncoplastic training opportunities is variable across the UK with only 59.4% of trainees (n=41) reporting adequate training opportunities in their own deanery. This may explain why almost two-thirds of the respondents (n=44, 63.8%) would still apply for an oncoplastic fellowship even if they were allowed to discontinue providing emergency GS cover from the end of ST6.
ccT requirements for emergency general and breast surgery Over 70% (n=49, 71.0%) of those surveyed did not consider the CCT requirements for GS and breast surgery to be realistic. Of the 39 respondents who had successfully completed the FRCS examination, almost half (n=17, 43.6%) were of the opinion that it was inappropriate for breast trainees. Table 3 shows the responses of the trainees when asked how confident they feel in achieving the current indicative numbers and PBAs for the CCT. Almost one in four respondents (n=16, 23.2%) did not feel confident in achieving the CCT requirements for emergency laparotomy. Moreover, 40% (n=28, 40.6%) did not think they would meet the requirements for more complex colorectal cases such as Hartmann's procedure.
The majority of the trainees were confident in achieving the CCT requirements for breast oncological procedures including mastectomy (n=63, 91.3%) and sentinel node biopsy (n=64, 92.8%), but fewer were confident about more complex oncoplastic techniques such as implant-based breast reconstruction (n=41, 59.4%) or mammaplasty/augmentation (n=25, 36.2%). Furthermore, recent changes in management of the axilla had impacted trainees' operative experience, with fewer than half of those surveyed (n=31, 44.9%) confident that they would achieve the CCT requirements for axillary node clearance (ANC).
DIscUssION
This national survey suggests that changes to the current training model are required to optimally train oncoplastic breast surgeons to the benefit of patients. One in ten respondents aspired to provide emergency GS care at consultant level, in keeping with current practices. Provision of emergency cover takes senior trainees away from valuable oncoplastic training opportunities. As a result, breast trainees feel the need to pursue oncoplastic fellowships in order to achieve CCT competency in oncoplastic procedures. Senior trainees believe that the existing CCT requirements for emergency GS and breast surgery are unrealistic, and that they fail to meet training needs. The majority of breast trainees would support changes to the current curriculum with lesser GS requirements but enhanced breast competency.
Our findings are consistent with those reported previously, 6 particularly with regard to concerns about achieving CCT requirements for emergency GS. Similar themes emerged, including the perceived lack of opportunities to perform emergency GS cases, potential discrimination from GS consultants, and the tension between prioritising breast and emergency surgical requirements for the award of the CCT. Indeed, the proportion of respondents planning to undertake an oncoplastic fellowship to supplement their training is higher (88% vs 76%) for the current study, suggesting that concerns about adequacy of oncoplastic training have intensified. Do you feel the current change in the management of the axilla will affect the ability of trainees to achieve the numbers required for axillary node clearance (45 for CCT)? Assuming this represents the majority of senior breast trainees in the UK, response rates in this study could be estimated to be as high as 90%. Furthermore, a previous Mammary Fold survey examining the impact of the 2013 GS curriculum included 49 trainees who were ST6 and above 6 and the response in our current study compares favourably with this. There may, however, be the risk of response bias with those who elected not to participate in the survey having different views from participating trainees. The appropriateness of including trainees at ST6 could also be questioned as these individuals have had limited experience of advanced oncoplastic training and so their current views on preparedness for CCT may not reflect their views later in training. On the other hand, the consistency of our results with previous studies suggests that this is unlikely, and that our data provide a clear and representative snapshot of senior trainees' views.
Vascular surgery became the newest surgical specialty with the introduction of the General Medical Council (GMC) approved vascular surgery curriculum in 2013. The specialist curriculum enables a more focused training for the next generation of vascular surgeons with less exposure to GS 8 and while it would be ideal for breast surgery to also move away from its parent specialty, this move has been strongly resisted. The 2013 Shape of Training review highlighted the need for more generalists rather than subspecialists 9 and the GMC has stated that there is currently a moratorium on adding more surgical specialties. 10 Attention has therefore refocused on improving the training of oncoplastic breast surgeons within the GS curriculum so that they can deliver a modern breast surgical service.
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Our survey provides further data to inform these discussions. Currently, only 13% of ABS consultant members participate in an emergency GS on-call rota and a comparable proportion of trainees aspire to consultant emergency GS practice. Insisting that all breast trainees are 'emergency competent' for the award of the CCT is arguably neither necessary nor appropriate. Permitting those trainees who aspire to purely oncoplastic practice to achieve a lower level of GS competency and cease the provision of emergency GS on-call shifts at the end of ST6 may be a compromise that allows GS rotas to be adequately staffed while providing breast trainees with more focused subspecialty training in their final years. Individuals who wish to pursue emergency GS consultant practice would still be able to do so but would be required to achieve both the breast and general surgical requirements for the CCT.
In addition to reducing the GS element of training, there is a clear need to enhance the subspecialty breast competencies so that they reflect more accurately the procedures and techniques that trainees will offer as part of their consultant practice. In the UK, the national training interface group (TIG) oncoplastic breast surgery fellowship scheme offers ten senior trainees one-year focused training placements. The fellowship has been running since 2002, and has been instrumental in improving patient access to primary breast reconstruction and oncoplastic breast surgical techniques by expanding the numbers of well trained consultant oncoplastic breast surgeons.
11
As of 2016, trainees undertaking the TIG fellowship have the GMC approved oncoplastic breast surgery TIG curriculum with indicative numbers for key oncoplastic procedures.
12 If the breast surgery curriculum within GS were to expand, this TIG model could be adopted for all UK GS breast trainees. This would reduce variability in breast training and allow all future breast surgeons to become appropriately skilled, improving patient access to oncoplastic breast surgery. The current oncoplastic fellowships might then develop a more specialist focus and provide trainees with the opportunity to develop their skills in areas such as gender reassignment or congenital asymmetry. Wide adoption of the TIG curriculum would also raise doubts regarding the merit of an oncoplastic fellowship. The current TIG fellowship model relies on mutual training benefit between breast and plastic surgery trainees, with the former gaining greater exposure to reconstructive surgery and the latter gaining greater exposure to breast oncology. The value of these fellowships in the longer term will require a wider discussion between the two specialties if optimal oncoplastic training is to be provided in the future.
It is vital, however, that any changes in training requirements and competencies retain a degree of flexibility so that they can be responsive to changes in evidence-based practice. For example, the numbers of ANC that axillary radiotherapy may produce equivalent survival to ANC in patients with positive sentinel nodes with less morbidity has likewise impacted the total number of procedures performed. Consequent to these changes in practice, the current CCT requirements for ANC (45 cases and 3 PBAs at level 4) have become challenging for over half of the trainees responding to our survey, and regular review of the required competencies and indicative numbers will be essential.
cONcLUsIONs
Oncoplastic breast surgery is a dynamic and established subspecialty. However, the current CCT requirements for GS trainees with a special interest in breast surgery do not meet the training needs of an oncoplastic breast surgeon. Change is needed; permitting a lower level of GS competencies for breast trainees and broadening their experience in oncoplastic breast surgery in the final two years of training (free from oncall commitments) may represent a possible solution. It is hoped that this study will inform discussions regarding the potential future reshaping of breast training, helping to create a GS curriculum to support modern breast surgical practice. 
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